Introduction
Organisation of maternity care is paramount in providing safe, cost effective and normalised care for childbearing women (Sandall et al, 2010) . Maternity care can be delivered using different models. These include midwife-led care (where a midwife is the lead professional but one or two consultations with an obstetrician or a physician is part of routine care), medical led care (where an obstetrician or physician are the primary care providers) or shared care (where responsibility is shared among different health professionals).
Midwife-led care evidence has been available in various formats including primary research, reviews and guidelines. Of which the most recently published is a Cochrane systematic review (Sandall et al, 2013) showing explicit benefits for mothers and babies receiving midwife-led care compared with other models of maternity care, with a comparable level of safety. The review included 13 trials, involving 16,242 women, from the United Kingdom (UK), Australia, Canada, Ireland and New Zealand. Women receiving midwife-led continuity models of care were less likely to experience regional analgesia, episiotomy and instrumental birth, and more likely to experience spontaneous vaginal birth, a known midwife attending the birth, no intrapartum analgesia and a longer mean length of labour. There were no differences between groups for caesarean births. Women who were randomised to midwife-led continuity models of care were also less likely to experience preterm birth and fetal loss before 24 weeks' gestation, although no differences in fetal loss/neonatal death after 24 weeks or overall were found. The majority of studies within the review also reported a higher rate of maternal satisfaction in the midwife-led continuity care model. It is speculated that the main contributing factors to the observed differences lie in the philosophy of care behind each model (Soltani & Sandall, 2012) . Midwife-led care is based on the belief of normality in childbirth, continuity, advocating autonomy and building relationship with mothers, whereas in the medical model there may be an over-reliance on technology and preference for medical interventions. The Cochrane review (Sandall et al, 2013) concluded that the majority of women should be offered midwife-led models of care, although caution should be applied with women with substantial medical or obstetric complications.
The results of this review, as well as its predecessor (Hatem et al, 2008) , have had significant impact in informing policy debate in the promotion of midwife-led care and facilitating decision making within the UK, Australia, the United States of America and Brazil.
However despite the review showing that midwife-led care is comparable with medical led care in terms of safety outcomes (Sandall et al, 2009) , little is known locally on the level of awareness and the extent to which maternity users are involved in implementation of the evidence for midwife-led care. This is particularly important given that organisation of maternity care and facilitation of informed choice has been shown to be pivotal in enhancing women's experience of birth (Soltani & Sandall, 2012) . The review (Sandall et al, 2013 ) only focused on midwife-led continuity models of care (rather than place of birth) and provided a narrative account of evidence in support of cost effectiveness of this model. However, the cost benefits of all forms of midwife-led care have been demonstrated in a recent UK based study (Schroeder et al, 2012) ; with the unadjusted costs of a planned homebirth being £1066, a standalone midwifery unit birth being £1435, an alongside midwifery unit birth being £1461 and an obstetric unit birth being £1631.
In view of the high national and international impact of the above evidence and the unknown extent of awareness of this and other midwife-led care evidence among professionals and women, this survey was designed to explore local awareness of all forms of midwife-led care evidence. This included evidence of care provided at home, in standalone birthing units and in alongside midwife units.
Objectives
The main objectives were therefore to evaluate maternity users' awareness of midwife-led care supporting evidence and the extent to which it influences their choices from both the mothers' and practitioners' perspectives.
Method
The project was undertaken in a large teaching maternity unit in the Yorkshire and Humber region of England, where labour care is organised into midwife-led care either at home or in an alongside midwifery unit or obstetric care in an obstetric unit. The alongside midwife-led unit shares an entrance with the consultant led unit. All low risk women are routinely referred to midwife-led care and to give birth in the alongside midwife-led unit.
The project was a service evaluation project. It was carried out in close collaboration with maternity users and practitioners. Approval for the project was obtained from the local service evaluation committee. Two surveys were developed one aimed at professionals and the other at maternity service users.
Professionals' Survey
An online survey explored practising midwives and obstetric colleagues' awareness of evidence regarding maternity care models with a focus on advantages and disadvantages of midwife-led continuity models versus other models of care. It contained both open and closed questions that explored what specific evidence professionals were aware of regarding midwife-led care, what evidence they had recently accessed, what evidence they would consider accessing in the future and how they provided information to women to enable them to make choices about place of birth. The survey was piloted by 4 midwives and 1 medical colleague. Minor wording clarifications only were deemed necessary after piloting the survey.
All midwives and obstetricians working within the maternity unit -both those in the hospital and those in the community were included in the sample. A link to the survey was emailed to all qualified staff asking them to participate with a reminder email sent 3 weeks later.
Maternity User's Survey
The survey was developed involving user groups to evaluate women's knowledge of midwife-led care, their knowledge of supporting evidence and the factors influencing their decision making. The survey contained open and closed questions and was piloted with 6 user group representatives. Eligible women for the survey included those who were currently pregnant or those who had given birth from 2008 when the original Cochrane midwife-led care review was published. The survey was promoted by the community midwives and local maternity user groups, and advertised through local employers to eligible staff. The survey ran from September 2013 to February 2014. The survey was fully confidential and available in both paper format or online depending on women's preferences.
Data analysis
For both surveys descriptive statistics were calculated for all demographic data and for closed answer questions including proportions, means, standard deviation (SD) and ranges as appropriate. The demographic data was compared to unit or national means or proportions to determine the comparability of the sample to the population. Open ended questions were analysed using thematic analysis to establish categories.
Results

Professionals' Survey
The characteristics of this sample are presented in Table 1 . Fifty nine health professionals completed the professionals' survey, which gave a response rate of 15.1%. Forty eight respondents were midwives, 5 were obstetricians and 6 did not complete this question.
Midwives had been qualified for between 2 and 40 years and the obstetricians for between 3 and 34 years. Furthermore less than half of the professionals stated that they would use the Cochrane library if they wanted to find further pregnancy or birth information (Table 3) . 
Maternity User's Survey
No-one requested a paper based copy of the survey and 137 people clicked to take part in the online survey. The first question tested eligibility to participate. Nine did not meet the inclusion criteria and 11 women only responded to the eligibility question. A total of 117 To explore women's awareness of supporting evidence, they were asked whether they were aware of any benefits and disadvantages firstly of a homebirth and secondly of a birth in a midwife-led care unit. Overall 64% of women were aware of benefits of having a homebirth compared to 80% aware of disadvantages (Figure 3) . The most common benefits women described were that a homebirth is more calm and relaxed (n=35, 55.6%), there is less unnecessary medical intervention (n=25, 39.7%), it is a more familiar environment (n=20, 31.7%), it is more comfortable than hospital (n=16, 25.4%), it provides more consistent midwife care (n=15, 23.8%) and it allows partner's to be more involved during the birth and postnatal period (n=12, 19.0%). Women viewed the biggest disadvantage of a homebirth to be that medical assistance is not available should it be required (n=57, 72.2%). Other perceived disadvantages were the time it would take to transfer to hospital should an emergency occur (n=27, 34.2%) and that no epidurals are available at home (n=24, 30.4%).
Women who had considered a homebirth but had subsequently changed their mind were asked what factors had influenced their decisions. The most common reasons cited by these 27 women for changing their mind were the perception that they would be safer in hospital (n=12, 44.4%), medical advice due to their changing risk status during pregnancy (n=7, 25.9%), receiving insufficient or inaccurate information (n=3, 11.1%) and the concerns of their partner (n=3, 11.1%). For birth in a midwife-led unit, 58% of women were aware of benefits compared to 25% aware of disadvantages (Figure 3 ). The most commonly given benefits of a midwife-led unit birth were the focus on normality and/or the use of fewer medical interventions (n=30, 56.6%), the more homely, less clinical atmosphere (n=16, 30.2%), the relaxed, calm atmosphere (n=15, 28.3%), the proximity of medical facilities if required (n=12, 22.6%) and more perceived control than in an obstetric unit (n=10, 18.9%). Women perceived the main disadvantages of a midwife-led care unit birth to be possible delays in accessing emergency care from standalone units (n=10, 41.7%), the need to transfer to consultant care if complications arise (n=9, 37.5%) and the lack of epidural facilities (n=8, 33.3% 
Awareness of disadvantages of midwife-led unit (n=104)
Just over 23% of women were aware of the NICE (2007) intrapartum guidelines, compared to 7.7% aware of the Cochrane midwife-led continuity models versus other models of care review. In both instances 75% of the women that were aware had read all/part of them (Table 6 ). Of those who had read the NICE (2007) intrapartum guideline 88% found them helpful, but almost 30% had found the guidelines difficult to read. All 6 women who had read the Cochrane review stated that they found it helpful and easy to read.
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Discussion
This study examined awareness of evidence regarding different maternity care models and service provision, from both women's and professionals' perspectives. Although it may not be representative of all maternity care provision due to being conducted at one maternity unit and having a small sample size, it provides insights into evidence awareness.
The response rate for the professionals' survey was 15.1%. While this is low, it is above the response rates of 11.9% (Antheunis et al, 2013) and 4% (Howard et al, 2013) for previous surveys emailed out to healthcare professionals. The time pressures on staff in the current NHS climate could have negatively influenced the response rate. Those that did respond were fairly representative of the population, with all grades of staff represented for midwives and obstetricians and with a similar distribution between community and hospital midwives to the actual population.
While the majority of healthcare professionals had read the national NICE guidelines and the local trust guidelines, only 5.8% had read the entire midwife-led continuity models vs other models of care review. Furthermore our survey found only 19% of healthcare professionals had accessed the Cochrane library to obtain information on place of birth in the last 6 months and only 46% of professionals stated they would use the Cochrane library to find pregnancy or birth evidence in the future. This is an important observation since Cochrane is considered as the gold standard in the era of evidence based practice, due to their rigorous and systematic approach aimed at supporting health professionals in their clinical decision making (Bero and Rennie, 1995) . This study raises questions as to how well this resource is used amongst professionals; despite the awareness and utilisation of this resource being important for their clinical practice. Moreover this study found that women's favoured source of birth information is midwives, hence midwives need to have up-to-date knowledge and be familiar with the latest evidence, especially with reliable sources such as Cochrane.
Professionals' access to the Cochrane library therefore needs to be made a priority.
Antenatal women who undertook the survey were fairly evenly distributed across the different trimesters (Table 4) . For most postnatal women their experiences of maternity care
were very recent, with 51.7% giving birth since 2012, which we hope will have minimised the risk of recall bias; especially given evidence has shown women's long term recall of many pregnancy and birth factors are accurate (Simkin, 1992; Tomeo et al, 1999) . Our sample had a higher rate of women having their first or second baby (48.2% and 40.7% respectively) than the national average (40.4% and 30.4%) and the average age of women was slightly higher than the national average (31.6 vs 29.8 years). While we had a higher proportion of women with English as a first language than the national average (97.9% vs 92.0%); when compared to the Yorkshire and Humber average of 94% (Office for National Statistics (ONS) 2011) it was slightly more representative. Our sample was highly educated with 82.3%
having some form of education after A' levels. Other studies of how women obtain pregnancy information have experienced similar patterns with highly educated samples, ranging from 62%-76% having tertiary education (Larsson, 2009; Gao et al, 2013) . The internet based nature of the women's survey meant it was not possible to record the number or characteristics of non-responders to determine if they differed in any way from those that did respond.
Women within our sample were more aware of evidence about homebirth than midwife-led care, with almost 40% unaware of any benefits or disadvantages of midwife-led care.
Similarly to previous research (Zadoroznyj, 2000) many women obtained information about midwife-led care and homebirth from their previous birth experiences. This was despite our sample being highly educated. Women also had a very low level of awareness of specific evidence with just 23.1% knowing about the NICE (2007) intrapartum guidelines and 7.7%
about the Cochrane midwife-led continuity models versus other models of care review.
Furthermore 30% of those who had tried to read any of the NICE (2007) guidelines had found them difficult to understand, despite all of the respondents having some form of tertiary education. In comparison all of those who had read the Cochrane reviews had found them easy to understand. Within the UK access to the online Cochrane library is free; with
Cochrane providing evidence in different formats including podcasts to ensure a wider access. Furthermore Cochrane reviews specifically incorporate lay summaries with the intention of making the review more accessible and understandable to the lay population.
However the lack of awareness and utilisation of this resource amongst both our professional sample and our highly educated sample of women highlights the importance of the visibility of this resource to the non-academic population. Research is needed to establish the reasons for the limited awareness and utilisation of the Cochrane library. Once identified these reasons can then be addressed accordingly through dissemination forums or targeted campaigns to raise awareness and engage a wider audience both among health care users and health professionals.
Women's autonomy of choice of place of birth has been promoted by the Department of Health (1993) . However a large proportion of women viewed hospital as safer with 80% of women stating they were aware of a disadvantage of a homebirth and 44% of those who decided against a homebirth doing so for safety reasons. This is in line with the findings of Lavender and Chapple (2005) who found women decided against a homebirth due to the perceived safety of hospital. The over-medicalisation of birth and the perception of childbirth as a dangerous event may have contributed to women having a lack faith in their ability to give birth, which causes them to become over reliant on hospital safety and to be dominated by the 'just in case' when making decisions about place of birth (Zadoroznyj, 2000; Houghton et al, 2008; Pitchforth et al, 2009 ). There is evidence that health professionals similarly see hospital as the safest place for birth (Houghton et al, 2008 ). Women's views may mirror health professionals' views on the safety of hospital over the home setting (Lavender and Chapple, 2005; Houghton et al, 2008) . Indeed some women decided against a homebirth in our study due to being provided with inaccurate or insufficient information. The limited information provided about homebirth could also be due to professionals' assumption that women will bring up the conversation about place of birth if they are interested, while women themselves find it difficult to bring up the subject with a midwife (Houghton et al, 2008) .
Professionals therefore need to consciously provide all women with accurate and detailed information about all care options including midwife-led care and homebirth, to allow women to make a truly informed decision about place of birth.
When comparing our survey to a similar one undertaken in 2005 in a maternity unit in Derby (Soltani and Dickinson, 2005) , it was found that health professionals remained the most important source of information during pregnancy, with 88% of women in both samples obtaining information from health professionals. Friends were the second most important source of all birth information. However when combined with family, over time they had become a less utilised source, falling from 72% to 62%. In contrast the use of the internet to obtain information had almost doubled -increasing from 28% of women to 50%. Although the survey was offered in a paper format no one chose that option, so all responders did so online. Caution is therefore required when interpreting the fact that women wanted increased web-based resources, as mainly technology-literate women will have been recruited.
However the phenomenon of women using the internet to obtain pregnancy and birth information is being seen globally (Larsson, 2009; Gao et al, 2013 ).
Women's desire to obtain pregnancy and birth related information over the internet (66.7%) differed markedly with how health professionals were currently providing information (18.4%). This may partly be due to 90% of midwives being somewhat concerned or very concerned about the accuracy of the information that women can access online (Lagan et al, 2011) . However given the competing demands on midwives' time, the internet is an opportunity to provide information to women that complements midwife contact. Exchanging information should never become exclusively online based as internet use is not universal and direct contact with health professionals is still a top priority for women. However given 83% of households in the UK now have internet access, 97% of females aged from 16-44 have used the internet in the last 3 months and 80% of adults in the same age range access the internet daily (ONS, 2013b), supplementary internet resources integrated with midwife consultation need to be considered for women. These should be developed by women in collaboration with healthcare professionals to ensure their content is specific, tailored and sensitive to women's needs. With appropriate training health professionals can then confidently guide women to high quality, trustworthy, user-friendly web-based resources to ensure effective access to accurate information.
Conclusions
Despite good use of local and NICE guidance by professionals, there was an underutilisation of the Cochrane library. The majority of women were also unaware of this resource.
Research needs to establish ways to promote this resource and current reasons for underutilisation.
There was a lack of awareness of evidence among the women. Given that their most favoured way to receive information was from a midwife, there is a clear need for increased evidence provision about the birth options available and the research evidence supporting these options from professionals to women.
Women's desire for pregnancy and birth information to be provided online was demonstrated, with women widely using the internet during pregnancy and perceiving it as a good way to receive information. Internet options incorporating the available evidence need to be established that are reliable and easily accessible to women, to enable women to have sufficient information to make informed choices.
Key Points
• A relatively good use of NICE guidance was reported, particularly by health professionals. However awareness and utilisation of the Cochrane library for birth related evidence both by health professionals and women was limited. It is important to enhance visibility of such evidence to allow evidence informed decision making by mothers, supported by their health professionals.
• Women perceived the major benefits of both homebirth and midwife-led care to be the focus on normality with the consequent reduction in unnecessary interventions, the relaxed atmosphere and the less clinical environment. For both homebirth and midwife-led care the over-riding disadvantage was the lack of available medical assistance should it be required.
• Midwives were seen as the most important source of information for general aspects of birth information.
• A large proportion of women stated a desire to access information through the internet; which was not in line with current service delivery. Providing internet-based information could complement current practice and be of mutual benefit for both health professionals and women, by being in line with their preferences.
